I[NTRODUCTION]{.smallcaps} {#sec1-1}
==========================

Stroke is an important public health problem and one of the most frequent causes of death and frailty globally.\[[@ref1]\] Stroke usually creates a range of disabilities such as (i) physical deficits with ambulation, transfer, bowel and bladder incontinence, and difficulty in performing daily activities; (ii) cognitive changes such as disturbances in thought and memory loss; and (iii) psychosocial problems like anxiety and depression.\[[@ref2]\] Family caregivers play a significant role in home care and usually carry out difficult care responsibilities\[[@ref3]\] such as administering medicines, feeding, bathing, dressing, toileting, providing help in moving, transportation, managing medical appointment, as well as providing emotional and financial support.\[[@ref4]\] Caregivers should rapidly learn how to help stroke survivors with a range of deficits and simultaneously adjust with the alterations in their own life that arise as a consequence of caregiving.\[[@ref5]\]

Since stroke is an unanticipated shocking incident that abruptly necessitates caregiving role of the patients' family members caregivers usually experience an overwhelming sense of burden, depression, and decline in physical and emotional health.\[[@ref6]\] Previous studies have shown that female caregivers, especially daughters and daughters-in-law, experience the greatest adverse emotional and physical health consequences of parent caregiving because of their multiple social roles in addition to the caregiving demands.\[[@ref7][@ref8][@ref9]\] These negative consequences have been a matter of concern for the researchers and policy makers because they overlap with the caregivers' self-care and with their capability to constantly provide sufficient care to dependent elders.\[[@ref10]\] Brody\[[@ref11]\] argued that the burden these women perceive arises not only from multiple roles, their time and energy, but also from the psychological dimension of their status.

Often, when individuals are confronted with hardships, including serious and life-threatening situations (such as stroke), they turn toward a higher power or religion as a method of coping.\[[@ref12]\] Religion and spirituality\'s positive effects have been identified as contributing to caregiver\'s sense of well-being and coping.\[[@ref13]\] Studies have clarified distinctive valuable association between religion and well-being among caregivers. Fenix *et al*.\[[@ref14]\] found that caregivers who considered themselves to be religious suffered a lower incidence of major depression. Caregivers' beliefs increased their ability to cope and this faith motivated their decision to tolerate many of the hardships of caregiving.\[[@ref15]\] Gall *et al*.\[[@ref16]\] demonstrated that religious coping accounted for 14% of the change in psychological well-being and 16% of the discrepancy in life satisfaction compared to non-religious coping strategies. Religion was reported to offer a set of beliefs that assist to find the meaning and goal of negative situation, as well as a gives a feeling of hope, harmony, and consistency, assisting in acceptance and adaptation.\[[@ref17]\] The most significant point is the form of religious coping which has been applied. Positive religious coping has been defined as a set of strategies that include appraising a secure relationship with a benevolent God, a belief that there is meaning in life and seeking support from clergy/church members.\[[@ref18]\]

Several studies have focused on religious coping among patients with cancer and other life-threatening illnesses. Despite growing work in this area, little is known about religious coping and its health implications among family caregivers.\[[@ref19][@ref20]\] Thus, there is a need to understand how family caregivers draw on their faith to help manage these demands. Understanding how religion affects the experience and well-being of caregivers is essential for determination of future interventions. In addition, limited studies have compared the blood ties and affinal relationship in caregiving (related by marriage).\[[@ref7][@ref21]\] Therefore, this study aims to explore the relationship between religiosity and psychological well-being of daughters and daughters-in-law caregivers of stroke survivors in Shiraz, Iran.

M[ATERIALS AND]{.smallcaps} M[ETHODS]{.smallcaps} {#sec1-2}
=================================================

Research design {#sec2-1}
---------------

A descriptive correlation design was applied to identify the relationship between religious coping strategies and psychological well-being of caregivers of stroke patients.

Sample {#sec2-2}
------

A purposive sample of 96 caregivers of severely disabled stroak survivors completed the questionnaires during patient hospital stay. A power analysis was performed to identify the number of participants required for statistical significance. To perform multiple regression, with a medium effect size (*f*^2^ = 0.15) and a power of 0.80, a sample of 92 participants was calculated by using G\*Power 3.1.2 software. An additional four subjects were added for attrition rate. A purposive sample of 96 family members, which included 34 daughters-in-law and 62 daughters who were caring for severe impaired stroke survivors, was selected to test the research hypothesis. Caregivers of stroke survivors, who had first diagnosis of ischemic stroke and were of age ≥60 years with severe functional dysfunction (Modified Rating Scale 4-5 and Barthel Index 0-9), were enrolled in the study. The caregivers had to be daughters or daughters-in-law for whom taking care of the stroke survivors was the primary responsibility. They had to live in the same house with the survivors and had to be 18 years and over. Participants were recruited from the neurological departments of two large referral hospitals affiliated to Shiraz University of Medical Sciences (SUMS) in Shiraz, Iran.

Research hypotheses {#sec2-3}
-------------------

H1: Causal antecedents (caregiver characteristics) will positively predict the psychological well-being of stroke caregivers.

H2: Levels of religious coping would strongly correlate with the levels of caregivers' psychological well-being.

Measures {#sec2-4}
--------

### Antecedent factors {#sec3-1}

These included caregiver characteristics that were measured using demographic data sheet. Caregiver demographic information included the type of relationship, age, education level, marital status, family size, number of children, employment status, perceived economic status, perceived health, and living arrangement before stroke.

### The religious coping styles {#sec3-2}

The religious coping style was measured by the Brief Religious Coping Scale (Brief RCOPE),\[[@ref18]\] which is a 14-item instrument, and each item is scored by a 4-point Likert scale ranging from 1 (not at all) to 4 (a great deal). This scale assesses both positive and negative religious coping behaviors. Items 1-7 measure positive religious coping and items 8-14 assess negative religious coping. The scale revealed acceptable internal consistencies (i.e. Cronbach\'s alpha = 0.79) in the present study.

### Psychological well-being {#sec3-3}

Caregiver psychological well-being was assessed based on the score of the 18-item Index of Psychological Well-being.\[[@ref22]\] This scale evaluates six significant dimensions of psychological well-being that consist of (a) autonomy, (b) environmental mastery, (c) purpose in life, (d) personal growth, (e) positive relations with others, and (f) self-acceptance. The items were scored on a 6-point Likert scale from (1) strongly disagree to (6) strongly agree. Generally, the score is in the range of 18-108 and higher scores indicate better psychological well-being. In this study, the internal consistency was 0.76, and for each subscale, it was 0.72-0.88.

Translation {#sec2-5}
-----------

The Brief RCOPE and Index of Psychological Well-being scales were used for the first time in Iran. These instruments were translated into Persian by the researchers. The translation results were offered to a panel of three professors who were experts in English language for review. After revision, an English professor translated the Persian language version back into English. After translation, a pilot study was conducted on a sample of 30 family members of stroke patients to identify the internal consistency, feasibility, and stability of the instruments. The Cronbach\'s alpha coefficient for both scales was found to be acceptable and was easily understood by the Iranian family caregivers who participated in the pilot study.

Data analysis {#sec2-6}
-------------

Descriptive statistics were used to describe the study population, including count, percentage, mean, and standard deviation. Also, the normality of distribution was evaluated. Pearson correlation coefficient (*r*) was used to study the correlation between quantitative variables and Spearman correlation coefficient was used for qualitative variables. The level of significance selected for this study was *P* ≤ 0.05. Multiple regressions were used to find which variables are most important in explaining changes in the dependent variable (psychological well-being).

R[ESULTS]{.smallcaps} {#sec1-3}
=====================

A total of 96 caregivers of stroke survivors who met the study criteria served as subjects in the study. [Table 1](#T1){ref-type="table"} provides the description of the sample based on the selected demographic characteristics. As shown in [Table 1](#T1){ref-type="table"}, caregivers ranged in age from 19 to 62 years, with a mean age of 37 (SD = 10. 8) years; 64.6% of caregivers were daughters of older stroke patients, while 35.4% were daughters-in-law. Majority of daughters (72.6%) were caring for an older mother with stroke, while 27.4% were caring for older fathers. Similarly, among daughters-in-law, 70.6% were caring for mothers-in-law with stroke, whereas 29.4% reported caring for fathers-in-law with stroke. A high percentage of caregivers (70.8%) reported their parents/parents-in-law resided with them, and only 29.2% reported their parents/parents-in-law did not reside with them. Further, close to 50% of the respondents reported the family size ranging from four to six persons.

###### 

Demographic characteristics of the sample population
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The number of children reported by caregivers was mostly (67.6%) between 0 and 3, with a mean age of 13.3 years. [Table 1](#T1){ref-type="table"} also shows that 78.1% of caregivers were married and 21.9% were single (never married, divorced, or widowed). In terms of education level, slightly more than a third had secondary level education and a third reported having a diploma, while only 8.5% reported not having received any formal education. Majority of caregivers perceived their health status as healthy (52%) or very healthy (36.5%). They were in the prime of health as 44% of the respondents were in the age group of 19-34 years. Further, [Table 1](#T1){ref-type="table"} demonstrates that 53.1% of the caregivers rated their economic status as middle, while 34.4% reported their perceived economic status as poor. Majority of (81.2%) the respondents were unemployed.

Distribution of the means and standard deviations of psychological well-being and its dimensions and also the religious coping scores among caregivers of stroke patients are illustrated in [Table 2](#T2){ref-type="table"}. Total mean score of psychological well-being was 4.21 ± 0.322. In addition, it was found that the mean score of environmental mastery was higher (4.72 ± 0.696) and the mean of autonomy score was lower (3.95 ± 0.640) than the other dimensions of psychological well-being. Also, the mean score of positive religious coping scores was higher than the negative religious coping scores (3.73 ± 0.347 vs. 2.41 ± 0.735).

###### 

Distribution of the means and standard deviations of religious coping, psychological well-being, and its dimension scores among stroke caregivers
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H[YPOTHESES]{.smallcaps} T[ESTING]{.smallcaps} R[ESULTS]{.smallcaps} {#sec1-4}
====================================================================

Considering that the presumptions of multiple regression (normality, linearity, and homoscedasticity) are not violated, linear multiple regression analysis was performed to test the first hypothesis of the study. Before performing linear multiple regression analysis, the relationship between caregiver characteristics and psychological well-being was examined on a total sample of 96 caregivers.

As can be seen from the results of bivariate analyses \[[Table 3](#T3){ref-type="table"}\], no differences were found between daughters-in-law and daughter caregivers in terms of psychological well-being, as anticipated. Despite the non-significant difference in psychological well-being between daughters and daughters-in-law caregivers, the mean of psychological well-being in daughters (*M* = 0.323) was higher than in daughters-in-law caregivers (*M* = 0.269). In addition, results of this study showed no significant association between caregiver demographic characteristics including age, education, household size, living arrangement prior to stroke, number of children, perceived health, and economic and marital status and their psychological well-being. The only factor that had a significant effect on caregivers' psychological well-being among all variables was positive religious coping, demonstrating that the carers with a higher score of positive religious coping reported better psychological well-being. Therefore, due to lack of relationship between demographic characteristics and caregivers' psychological well-being, the demographic variables were not included in future regression analysis. So, the effect of positive religious coping was evaluated using linear regression analysis. [Table 4](#T4){ref-type="table"} demonstrates a significant model \[Δ*F* (1, 94) =7.23, *P* \< 0.05\] suggesting that 7.2% of changes in psychological well-being can be explained by positive religious coping.

###### 

Intercorrelations between caregivers' demographic variables and psychological well-being at baseline (*n*=96)
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###### 

Regression coefficient between psychological well-being and positive religious coping
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Also, the correlation between positive religious coping and the six dimensions of psychological well-being was evaluated. There was a significant correlation between positive religious coping style and personal growth subscale \[*r* (96) =0.304, *P* = 003 (two-tailed)\] of psychological well-being \[[Table 5](#T5){ref-type="table"}\].

###### 

Intercorrelations between positive religious coping and psychological well-being dimensions at baseline (*n*=96)
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D[ISCUSSION]{.smallcaps} {#sec1-5}
========================

As can be seen from the results, no differences were found between daughters-in-law and daughter caregivers in terms of psychological well-being, as anticipated. The finding is in agreement with Kim\'s\[[@ref23]\] study who demonstrated that the emotional and physical health of daughters-in-law caregivers was not poorer than that of Korean daughter caregivers. However, the mean of psychological well-being in daughters was higher than in daughters-in-law caregivers. Furthermore, type of relationship can be considered as a probable effective characteristic in future studies. In addition, the results of our study showed no significant association between caregiver demographic characteristics and psychological well-being. In this regard, Schulz *et al*.\[[@ref24]\] asserted that demographic variables such as health, age, and income produce an almost small role in improving caregiver burden and depression in the acute period of stroke. Conversely, Choi-Kwon *et al*.\[[@ref25]\] indicated that stroke caregivers who were old, females, daughters-in-law, or less educated were more likely to experience negative emotional health, such as depression and anxiety, and subsequently experience burden. In addition, caregivers who were employed full time were at greater risk for depression.\[[@ref26]\] The possible explanation for the inconsistent finding is that the majority of mental health researches had often focused on the association and predicting the ability of caregivers' characteristics and caregivers' negative emotional well-being (e.g. on depression and anxiety), while the present study investigated psychological well-being which refers to positive mental health. The positive mental health and mental ill health are two interrelated but generally independent concepts that should be examined on two independent axes.\[[@ref27]\]

Further, results of the study showed no significant association between negative religious coping behaviors and caregivers' psychological well-being. Conversely, Pearce *et al*.\[[@ref28]\] indicated that frequent use of negative religious coping strategies was related to more burden, lower quality of life, and less satisfaction, which also correlated with an increased likelihood of major depressive disorder and anxiety. Similarly, Khanjari *et al*.,\[[@ref29]\] in a study in Iran, found a negative correlation between negative religious coping and caregivers' spirituality and sense of coherence. The explanation for our findings is that perhaps negative religious coping is more likely to be associated with mental health disorders such as depression than positive mental health, as investigated in the literature. However, findings from the analyses supported the mediating hypothesis for positive religious coping behaviors. The results of regression indicated that 7.2% of the variability in the observed values of psychological well-being is explained by caregivers' positive religious coping score. Similar results were obtained in a qualitative study of Indian caregivers, who relied strongly on their faith to manage the demands of illness.\[[@ref30]\] Also, there was a significant correlation between positive religious coping and personal growth subscale. In this regard, Proffitt *et al*.\[[@ref31]\] reported that use of religion-based coping strategies following a painful life event was expected to facilitate posttraumatic growth, and posttraumatic growth was, in turn, predicted to cause in better present well-being. Mickley *et al*.\[[@ref32]\] emphasized that caregivers who appraised their situation as a portion of God\'s plan or as a means of gaining strength or understanding from God reported positive outcomes, whereas caregivers who considered their condition as unfair, as an unjust punishment from God, or as rejection from God had low scores on psychological and spiritual health outcomes. A connection with God perhaps affected the individuals' appraisal of the situation and thereby assisted in perceiving problems positively. It also gave purpose and hopes to individuals, helping them adjust to the difficult events. In this way, the people will most probably use positive thinking when faced with difficulties during caring of their family members. In addition, caregivers who applied religious or spiritual beliefs to adjust with caregiving had a better relationship with care recipients, which was related with lower levels of depression and role immersion.\[[@ref33]\] The carers who held the belief that God is behind them in the caring process would not let negative thinks get in the way of care giving. This will trace then a strong caregiver.

Conclusion and implications for practice {#sec2-7}
----------------------------------------

The results showed that the use of positive religious coping helped family members to cope with the stress of caring for a relative with severely functional impairments. Positive religious coping more than negative religious coping was a significant determinant of psychological well being. Thus, the role of religious coping in enhancing psychological well being of carers needs to be considered in family intervention programmes. The essential step is that health care professionals must not ignore religious coping as incoherent to their work. Health care professionals should introduce interventions that incorporate religious or spiritual principles to promote caregiving outcome. It is also important to investigate how psychologists could incorporate research findings into their clinical practice.

Limitation {#sec2-8}
----------

There are some limitations in the current study which need to be considered. The current research was carried out on daughters and daughters-in-law caregiver of stroke survivors with severe disability; hence, this sample was not representative of the wider caregivers' population. However, further research in a larger samples, more diverse population would add to the body of knowledge on this area. Also, future research should follow a more longitudinal design so as to examine the long-term outcomes of the different forms of religious coping.
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